Eleven white male right handed violin players complained of transient muscular deficit of the extensor compartment of the left forearm during and after prolonged playing. This was associated with paraesthesiae and pain. Relief was achieved keeping the wrist and the elbow flexed, with the supinated forearm held by the contralateral hand. An anatomical study showed changes of the relationship of the posterior interosseous nerve with its surrounding structures with pronation and supination of the forearm. On the basis of the clinical features, the anatomical studies and the response to a simple physiotherapeutic regime, it is suggested that prolonged pronation of the forearm may cause transient entrapment of the nerve.
In the past few years musculoskeletal problems in instrumental musicians have been recognised. ' Recently, an increasing number of reports have described musculotendinous overuse,2 3nerve entrapment syndromes45 and motor dysfunction" in musicians.
We present the results of the physical examination and treatment of a group of violinists with neuropathy of the posterior interosseous nerve. A necropsy study was undertaken to elucidate the anatomical basis of the syndrome. 11-205 years] , and were exercising and/or playing at least four hours a day (range four to six hours) for at least six days a week. They complained that halfway through their session they experienced transient muscular deficit of some muscles of the extensor compartment of the forearm, and were unable to perform fine finger movements with the usual speed and precision, due to apparent delay in the muscular contractionrelaxation cycle.
Three patients also complained of muscular pain on the anterior surface of the upper third of the forearm, in four the pain was located close to the lateral epicondyle, whilst in a further four violinists some pain was present on the extensor aspect of the wrist joint. The pain was associated with a burning sensation, and a sensation of sudden muscle bulging. The symptoms were relieved by keeping the elbow and wrist flexed, with the supinated forearm held by the contralateral hand. After three to five minutes in this position, and some frictional massage performed by the player himself, the pain disappeared. This cycle may occur several times in the same session, and the pain mainly occurred in muscles innervated by the posterior interosseous nerve (table 1). 8 No motor nor sensory deficit was detectable by routine physical examination at rest. Cervical spine and peripheral primary muscular and nervous involvement were excluded. The symptoms were reproduced in three patients when the physician pressed with a finger on the anterior aspect of the forearm, close to the supinator muscle, four to five centimetres distal to the elbow joint line. The subject was pronating the forearm and flexing the wrist, keeping the fingers spread in flexion.
From a retrospective analysis of the movements performed while playing, it emerged that the symptoms became more prominent when the forearm was kept in prolonged pronation and the player was beginning to feel fatigued.
Four cadavers were examined, and from these, six upper limbs were dissected. The posterior interosseous nerve was identified and followed along its course. Its relationships with the surrounding structures were studied during pronation and supination movements.
Results
The posterior interosseous nerve is one of the branches of the radial nerve in the forearm. Originating just distal to the brachioradialis and brachialis muscles, it spirals backwards around the upper end of the radius between the deep and superficial layers of the supinator muscle. The branches for the supinator leave the main nerve in the cubital fossa. In its course, the nerve crosses abductor pollicis longus, reaches the interosseous membrane and the wrist in neutral position for ten days. Physiotherapy and technical coaching were continued. After this further period of treatment, another recurrence occurred. After a final period of conservative treatment, the nerve was explored. The posterior interosseous nerve was swollen, and the arcade of Frohse was fibrotic in the area of contact with the nerve. The nerve was accurately dissected from its neighbouring structures, and the wound sutured in layers. The arm was put in a sling, and early mobilisation suggested. After ten days, gentle physiotherapy was started. The patient has remained fully asymptomatic for the past seven months. Both these hypotheses may account for the characters of the syndrome. The symptoms are transient, and are eased by rest and frictional massage. At rest, the blood accumulated in the muscle flows from it, and the gentle massage helps the flow. A period of rest proves beneficial, as the forearm muscles undergo hypotrophy, and the nerve is not exposed to prolonged microtrauma.
Discussion

